Intersectionality is a theoretical framework that posits that multiple social categories (e.g., race, ethnicity, gender, sexual orientation, socioeconomic status) intersect at the micro level of individual experience to reflect multiple interlocking systems of privilege and oppression at the macro, social-structural level (e.g., racism, sexism, heterosexism). Public health's commitment to social justice makes it a natural fit with intersectionality's focus on multiple historically oppressed populations. Yet despite a plethora of research focused on these populations, public health studies that reflect intersectionality in their theoretical frameworks, designs, analyses, or interpretations are rare. Accordingly, I describe the history and central tenets of intersectionality, address some theoretical and methodological challenges, and highlight the benefits of intersectionality for public health theory, research, and policy. The term women and minorities is ubiquitously wedded in public health discourse, policy, and research. Take, for example, the NIH [National Institutes of Health] Policy and Guidelines on the Inclusion of Women and Minorities as Subjects in Clinical Research. 1 The 2001 amended guidelines provide guidance on including women and minorities as participants in research and reporting on sex/gender and racial/ethnic differences. The problem with the "women and minorities" statement or the "ampersand problem" 2(p22) is the implied mutual exclusivity of these populations. Missing is the notion that these 2 categories could intersect, as they do in the lives of racial/ethnic minority women.
Further compounding the issue is that the word minority is multidefinitional. Although it typically modifies race/ethnicity in the United States, minority also can reference populations such as lesbian, gay, bisexual, and transgender (LGBT) people; people with physical and mental disabilities; or, depending on geographic context, White people. Thus, in addition to being vague, the term minority in conjunction with women obscures the existence of multiple intersecting categories as exemplified by, for instance, a low-income Latina lesbian with a physical disability.
The notion that social identities are multiple and interlocking is not limited to the women and minorities discourse. The introduction to the US Department of Health and Human Service's (DHHS's) recent HHS Action Plan to Reduce Racial and Ethnic Health Disparities acknowledges that characteristics such as race or ethnicity, religion, SES [socioeconomic status], gender, age, mental health, disability, sexual orientation or gender identity, geographic location, or other characteristics historically linked to exclusion or discrimination are known to influence health status. 3(p2) This acknowledgment illustrates another conjunction problem-that of the "or." Pursuant to this logic, one's sexual orientation or gender identity or race/ethnicity may have an adverse effect on health, but nowhere in the report is there any indication of how the intersection of being, for example, a lowincome Black gay or bisexual man might influence health. Acknowledging the existence of multiple intersecting identities is an initial step in understanding the complexities of health disparities for populations from multiple historically oppressed groups. The other critical step is recognizing how systems of privilege and oppression that result in multiple social inequalities (e.g., racism, heterosexism, sexism, classism) intersect at the macro social-structural level to maintain health disparities.
Enter intersectionality. Intersectionality is a theoretical framework for understanding how multiple social identities such as race, gender, sexual orientation, SES, and disability intersect at the micro level of individual experience to reflect interlocking systems of privilege and oppression (i.e., racism, sexism, heterosexism, classism) at the macro socialstructural level. 4---7 Far from being just an exercise in semantics, intersectionality provides the discipline of public health with a critical unifying interpretive and analytical framework for reframing how public health scholars conceptualize, investigate, analyze, and address disparities and social inequality in health. The aforementioned DHHS report on health disparities and the even newer National Prevention Strategy 8 assert that the reduction and elimination of health disparities are a top national public health priority. This priority is further reflected in public health and biomedical journals, which are replete with health disparities research. Yet a key omission from most policy and research is first and foremost the recognition of multiple intersecting social identities and next an acknowledgment of how the intersection of multiple interlocking identities at the micro level reflects multiple and interlocking structural-level inequality at the macro levels of society. The need for intersectionality as a unifying public health framework is further underscored by the relative dearth of theory and research that specifically address the multiple and interlocking influence of systems of privilege and oppression such as racism, sexism, and heterosexism. Instead, most public health research typically examines each system independently, "thus impairing efforts to understand the health of people whose lives cut across these diverse realisms of experiences." 9(p99) Accordingly, I advocate for a greater awareness of intersectionality within public health. Intersectionality, I assert, provides a critical, insightful, and unifying theoretical framework for guiding public health theory, research, surveillance, and policy. Hereafter, I refer to intersectionality synonymously as a theoretical framework or perspective. 
A BRIEF HISTORY OF INTERSECTIONALITY

CORE TENETS OF INTERSECTIONALITY RELEVANT TO PUBLIC HEALTH
Although scholars sometimes refer to intersectionality as a theory, 4 it is not the kind of theory with which most social scientists are familiar. That is, intersectionality has no core elements or variables to be operationalized and empirically tested. For this reason, I avoid the term theory in favor of terms such as theoretical framework or perspective that denote intersectionality as more of an analytical framework or paradigm than a traditional testable theory. Indeed, intersectionality departs from traditional biomedical, biobehavioral, and psychosocial paradigms that have shaped medicine, public health, and the other social sciences in several key ways. A comprehensive discussion of these differences is beyond the scope of this article. Instead, I refer readers to Weber and Parra-Medina's 15 excellent chapter on intersectionality and women's health in which they elucidate the differences between the traditional biomedical, biobehavioral, and psychosocial paradigms and intersectionality. I consider the core tenets of intersectionality most relevant to public health to be as follows:
(1) social identities are not independent and unidimensional but multiple and intersecting, (2) people from multiple historically oppressed and marginalized groups are the focal or starting point, and (3) multiple social identities at the micro level (i.e., intersections of race, gender, and SES) intersect with macrolevel structural factors (i.e., poverty, racism, and sexism) to illustrate or produce disparate health outcomes.
Multiple Intersecting Identities
The most elemental tenet of intersectionality is the notion that social categories (e.g., race, SES, gender, sexual orientation) are not independent and unidimensional but rather multiple, interdependent, and mutually constitutive. 6, 16, 17 Far from representing a simple addition of social identities such as race (e.g., Black) plus gender (e.g., woman), the intersectionality perspective asserts that race and gender constitute each other such that one identity alone (e.g., gender) cannot explain the unequal or disparate outcomes without the intersection of the other identity or identities. Thus, harkening back to Sojourner Truth's "Ain't I a Woman?" query, the notion of her gender as a woman did not sufficiently explain the inequitable treatment she experienced without its intersection with her race. Fast forward 160 years after Truth's speech, and the unrelenting hold of health disparities among racial and ethnic minorities in the United States provides ample cause and opportunities to examine how multiple identities intersect to adverse effect. From an intersectionality point of view, attempting to understand or address health disparities via a single analytical category (e.g., gender or race or sexual orientation), as the DHHS report on health disparities implies, elides the complex ways in which multiple social categories intersect with social discrimination based on those multiple intersecting categories to create disparity and social inequality in health.
Historically Oppressed and Marginalized Populations
Technically speaking, we all have multiple intersecting identities. Universal intersectionality is not the province of intersectionality, however. Rather, another core tenet of intersectionality is its focus on the intersecting identities of people from historically oppressed and marginalized groups such as racial/ethnic minorities, LGBT people, low-income people, and those with disabilities. Because people from multiple historically oppressed and marginalized populations are its starting point, intersectionality examines the health of these populations in their own context and from their vantage point rather than their deviation from the norms of White middle-class people. 15 Turns out, this makes good sense practically, not just theoretically.
Examples and cautioned developers of HIV prevention messages for low-income women of color to remember that "poor people do not always have the luxury of honesty, which is much easier when there is sufficient money and resources to guide one's choices.
Yet despite its emphasis on multiple socially disadvantaged statuses as a focal point, intersectionality does not presume that all interlocking identities are equally disadvantaged. Rather, intersectionality considers how low (e.g., racial minority, LGBT persons) and high (e.g., upper-or middle-class SES) status social identities intersect to yield disparity and advantage. 7, 20 Accordingly, the intersectionality paradox is another of intersectionality's noteworthy, albeit underresearched, contributions to public health. The intersectionality paradox describes the result of adverse health outcomes at the intersection of a high status identity (i.e., middle-class SES) with race and gender for Black middle-class women and men. 21 An abundant empirical base documents the relation between higher SES and better health outcomes. 
Thus, intersectionality provides a more comprehensive insight into how multiple social identities intersect in complex ways to show social inequality. This notwithstanding, it is important to segue here and note that although updated homicide rate data by age, race, gender, and Hispanic origin are easily locatable at the CDC's National Vital Statistics System Web site, education data are not. The omission of education data (or at least easily retrievable data) shows how the absence of critical data such as SES obscures the more complex understanding of public health issues that an intersectionality analysis facilitates.
Social-Structural Context of Health
Whether using language such as "social determinants of health,"
31 "social discrimination or social inequality," 9,32 "fundamental causes," 33---35 "structural factors or influences," 36 or "ecological or ecosocial influences," 37, 38 an ever-growing chorus of public health scholars have advocated for a greater focus on how social-structural factors beyond the level of the individual influence health. This too is a core tenet of intersectionality. Moreover, a central consideration of intersectionality is how multiple social identities at the individual level of experience (i.e., the micro level) intersect with multiple-level social inequalities at the macro structural level.
From an intersectionality perspective, a middleclass Latina lesbian's negative experiences at her physician's office are linked to multiple and interlocking sexism, heterosexism, and racism at the macro level. Her microlevel experiences at the intersection of her race/ ethnicity, sexual orientation, and gender correspond with empirically documented evidence of the heterosexism that lesbian and bisexual women often encounter when they seek health care services 39, 40 
Theoretical Challenges
At least 2 theoretical challenges relevant to the integration of intersectionality within public health exist: (1) determining which social categories intersectionality should include and (2) recognizing that intersectionality was not developed to predict behavior or mental processes 45 or health. First, as I have noted previously, Black women were the original subjects of intersectionality. Accordingly, the intersections of race and (female) gender in the lives of women of color 6,7, 17,46 and women's health 11, 15, 47 have been the primary focus of intersectionality. Contemporary critiques of intersectionality's historic focus on race and gender have problematized the issue of treating Black women as a monolith, obscuring withingroup differences such as sexual orientation and SES, for example. 20 Other critiques note that social identities are not "trans-historical constants" 20(p5) but vary historically and by context. Framed from a public health perspective, however, intersectionality's promise lies in its potential to elucidate and address health disparities across a diverse array of intersections including, but not limited to, race, ethnicity, gender, sexual orientation, SES, disability, and immigration and acculturation status. Thus, consistent with Collins's notion of an intersectional "matrix of domination," 7(p225) my view of intersectionality includes and transcends women of color to include all people whose microlevel and macrolevel experiences intersect at the nexus of multiple social inequalities and is broad enough to include populations who inhabit dimensions of social privilege and oppression simultaneously (e.g., Black heterosexual men; White low-income women). Hankivsky and Christoffersen 13 aptly sum up intersectionality's theoretical complexity: "Without doubt, this framework complicates everything."
Another challenge is how to transform a perspective that was designed primarily as an analytical framework into one that can empirically examine multiple intersecting social identities and resultant multiple macrolevel structural inequality. Predicting and testing the effect of intersectionality on health behavior outcomes and mental processes have never been the focus of intersectionality. 45 Thus, for public health and other social science researchers, the absence of theoretically validated constructs that can be empirically tested poses not only a major challenge but also tremendous opportunities for advancing the study of intersectionality from a public health perspective.
Methodological Challenges
As for methodological challenges, there is ample consensus that a paucity of knowledge about how to conduct intersectionality research exists. 12, 13, 20, 44, 48 Although qualitative methods or mixed methods appear to be ideally suited to intersectionality's implicit complexity and multiplicity, 13, 16, 48 the challenges of conducting intersectionality research quantitatively are especially daunting. 44, 48 Among the many challenges are (1) the absence of guidelines for quantitative researchers who wish to conduct intersectionality research 12 ; (2) the fact that the task of investigating "multiple social groups within and across analytical categories and not on complexities within single groups, single categories or both" 44(p1786) is often complex and complicated, necessitating the use of interaction effects or multilevel or hierarchal modeling, which bring further "complexity in estimation and interpretation than the additive linear model" 44(p1788) ; and (3) the fact that many statistical methods often rely on assumptions of linearity, unidimensionality of measures, and uncorrelated error components 49 that are incongruent with the complex tenets of intersectionality. More quantitative methodologies are critically needed "to fully engage with the set of issues and topics falling broadly under the rubric of intersectionality." 44(p1774) Even so, public health scholars need not wait for the methodological challenges of intersectionality to be resolved to incorporate intersectionality into their theoretical frameworks, designs, analyses, and interpretations. Methodological revolution is simply not essential to the advancement of intersectionality. Instead, what is needed is an intersectionality-informed stance. This stance involves a natural curiosity and commitment to understanding how multiple social categories intersect to identify health disparity. It also involves the a priori development of questions and measures to facilitate analyses about intersectionality. At a minimum, this would involve collecting data on race, ethnicity, age, SES, gender (including gender categories relevant to transgender people), sexual identity, sexual behavior (see my earlier comments about MSM), and disability status. At the interpretation phase, the stance would include an interdisciplinary approach in which "the researcher locates the particular sample within historical and socioeconomic circumstances, regardless of the particular character of the sample." 16(p177) How researchers interpret their data is as important as the methodological choices they make about sampling, sample sizes, or using qualitative or quantitative methods. 16 The definition of data can be expanded to include empirically collected data "AND other sources of information" (p177) such as historical materials, results from other studies, social theories, and the analysts' tacit knowledge. Cuadraz and Uttal 16 caution researchers not to "subsume or privilege" (pp177---178) one social category over another but rather to strive to contextualize data within the multiple intersectionalities of historical structures, cultures, ideologies and policies. [This will result] in studies that more accurately reflect the social realities of inequality and power in society, yet at the same time not lose site [sic] of the individual experiences that reflect, shape, and construct those social structures.
(p178)
INTERSECTIONALITY'S BENEFITS FOR PUBLIC HEALTH
Intersectionality is ideally suited to join the ranks of other critical theories such as critical race theory 50---52 and various feminist 53 and gender 54---56 theories applied to public health issues. Intersectionality is an especially close ally of critical race theory. Indeed, key intersectionality theorists such as Kimberlé Crenshaw 57 and Patricia Hill Collins 7 are also critical race theorists. Developed in the 1970s by legal scholars, lawyers, and activists, critical race theory asserts at least 5 key tenets. 58 First, racism in the United States is not aberrant but an ordinary and immutable characteristic of everyday life for people of color. Second, critical race theory asserts that White supremacy manifests in 2 features that serve psychic and material purposes: ordinariness and interest convergence. Ordinariness highlights the mundane and seemingly incurable nature of racism. That is, because racism is so commonplace and ordinary, "color-blind" legal remedies that tout meritocracy mainly serve the material interests of White elite individuals and the psychic interests of White working class people. Interest convergence, a term coined by Derrick Bell, 59 one of the pioneers of critical race theory, posits that White people will support and encourage policies and initiatives that advance the interests of Black people only to the extent that these policies and initiatives serve the interests of White people. This was the crux of Bell's provocative argument that Brown v. Board of Education, 60 the landmark 1954 US Supreme Court civil rights public school desegregation case, was more motivated by White people's self-interest than by interest in advancing the legal rights of Black people. Third, critical race theory focuses on the social construction of race. The notion that race is not a biological reality but a socially constructed one is well documented in the scientific literature. 61, 62 The fact that society routinely ignores scientific evidence about the socially constructed nature of race bolsters critical race theory's assertions about the salience and permanence of racism as a defining and enduring characteristic of everyday life for people of color in the United States. Moreover, because race is socially constructed, many contemporary critical race theorists emphasize how dominant groups have historically racialized different minority groups to respond to the varying needs of the labor market. Critical race theory's focus on the socially constructed nature of race dovetails with contemporary intersectionality theorists' emphasis on the socially constructed nature of social identities. 20, 63 That is, critical race theory recognizes that race and racism intersect with other social identities such as gender, sexual orientation, and SES and interlocking systems of oppression such as sexism, heterosexism, and classism. Fourth, critical race theory emphasizes the importance of narratives or "storytelling" from people of color to counter White supremacy and privilege the voices of people of color. In this way, critical race theory's focus on the centrality of the experiences and voices of people of color parallels intersectionality's emphasis on historically marginalized people as its focal point. 15 Last, but hardly least, critical race theorists, like intersectionality theorists, share a commitment to social justice and advocacy. Although critical race theory has had its debut in the mainstream public health literature, 50---52 intersectionality has not.
One of intersectionality's greatest strengths is its broad embrace of multiple intersecting identities and multiple interlocking privilege and oppression. No social category or form of social inequality is more salient than another from an intersectionality perspective. Social categories are not additive and thus cannot be ranked. As such, intersectionality is a substantially useful but woefully underused critical theoretical framework for public health.
Although intersectionality provides no methodological panacea for the myriad and complex health issues and problems that are the province of public health, the advantages of intersectionality for public health theory and research far outweigh the challenges. Intersectionality stands to benefit public health in at least 5 noteworthy ways. First, intersectionality provides a unifying language and theoretical framework for public health scholars who are already engaged in investigating intersections of race, ethnicity, gender, sexual orientation, SES, and disability to reduce and eliminate health disparities. Having scholars from diverse disciplines incorporate the intersectionality framework as an analytical perspective regardless of methodological approach 16 and explicitly use the word intersectionality in their titles, keywords, abstracts, or articles would facilitate a cohesive body of theoretical and empirical knowledge about multiple intersecting social categories and social inequality that could inform health policy, practice, and interventions and further theoretical and methodological advancement and refinement of intersectionality. Second, intersectionality prompts public health scholars to conceptualize and analyze disparities and social inequalities in health in the complex and multidimensional ways that mirror the experiences of the populations for whom adverse health outcomes are most disproportionate. From intersectionality's perspective, single or dual analytical categories such as race and gender offer limited explanatory power. Intersectionality also provides a theoretical lens for interpreting novel or unanticipated findings. This was the conclusion that Kertzner et al. 64 reached when they determined that their additive social stress model showed no diminished well-being among racial/ethnic minority lesbians or gay men: "Studying identity intersection (Black poor women) will be more informative than studying Blacks, women and poor individuals separately."
Third, intersectionality's focus on the importance of macrolevel social-structural factors aligns well with contemporary advocacy to consider the substantial effect of factors beyond the level of the individual on health. SES, for example, is one of the best predictors of health status. 65 Furthermore, intersectionality expands this focus to consider the intersection of multiple-level social-structural factors as well as the intersection between multiple microlevel and macrolevel factors. Privileging a focus on structural-level factors rather than an exclusive focus on the individual is likely to facilitate the development of structural-level interventions more likely to affect the "fundamental causes" (e.g., poverty, social discrimination) of social inequalities in health in the United States. 15,21,33---35,66 Fourth, because intersectionality takes the experiences of historically oppressed or marginalized populations as its vantage point, it can facilitate and inform the development of welltargeted and cost-effective health promotion messages, interventions, and policies. Indeed, this was one of the rationales that Dr. Garth Graham, 67 the DHHS Director of Minority Health, advanced in response to the DHHS new draft standards for health data collection:
These new data standards, once finalized, will help us target our research and tailor stronger solutions for underserved and minority communities. To fully understand and meet the needs of our communities, we must thoroughly understand who we are serving.
Finally, the intersectionality perspective naturally summons and supports the collection, analysis, and presentation of surveillance and health data that allow examination of multiple interlocking social identities across several categories beyond race and gender. A critical need exists, for example, for more health data on SES at the individual, household, and neighborhood level 65 to advance knowledge about how SES intersects with other social identities to influence disparities and social inequality in health. The DHHS's 67 June 29, 2011 , announcement of its draft guidelines to improve how the nation's health data are collected and reported by race, ethnicity, sex, primary language, and disability status and of its plans to collect LGBT health data is noteworthy. Collection of these data can facilitate greater understanding of the effect of multiple intersecting identities on social inequalities in health. Yet the absence of any mention of SES is a curious and critical omission from the list of data essential to understanding and addressing health disparities and social inequality.
TOWARD AN INTERSECTIONALITY-INFORMED PUBLIC HEALTH
Intersectionality is critical to public health because it "embraces rather than avoids the complexities that are essential to understanding social inequities, which in turn manifest in health inequities." 13(p279) This makes the relative invisibility of intersectionality within the discipline of public health all the more puzzling. The discipline of public health, like intersectionality, is interdisciplinary. More importantly, public health's commitment, as the American Public Health Association's 68 mission statement affirms, to "working to improve the public's health and to achieve equity in health status for all" (p1) is an ideal mesh with intersectionality's social justice bent. 13 Complex multidimensional issues such as entrenched health disparities and social inequality among people from multiple historically oppressed and marginalized populations beg novel and complex multidimensional approaches. Intersectionality is the critical, unifying, and long overdue theoretical framework for which public health has been waiting. j 
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